Objectives. This study examined differences between the visibility of drugs and drug use in more than 2100 neighborhoods, challenging an assumption about drug use in poor, minority, and urban communities.
Illicit drugs are associated with a panoply of social, economic, and health problems, and efforts to reduce use have met with mixed success. Despite strict penalties for illicit drug use and sale-part of a "war" against drugs involving an annual cost of $40 billion 1 -use of illicit drugs remains widespread and continues to be a serious health and social problem. Multiple reasons explain the limited effectiveness of substance abuse programs. One is that programs focus on visible manifestations of substance use. In particular, in the framework of prevention efforts, programs focus on illicit drug use in poor and minority communities where drug markets are most visible. Yet visibility of drugs in particular communities does not necessarily imply drug use among residents of those communities. As a result of the conflation of visible drug use with presumed drug use, community-based demand reduction strategies may fall short of their desired impact.
To deal more effectively with illicit substance use, public policy has increasingly emphasized demand reduction. National policy remains heavily focused on law enforcement approaches, but there has been a steady increase in investment in prevention, treatment, and research. 2 A key thrust of these activities has been to engage communities perceived to be hardest hit by illicit drug use in organizing prevention, treatment, and aftercare initiatives. Public and private agencies have provided resources for communities to develop comprehensive antidrug programs that engage and promote coordination among governments, private organizations, and citizens. 3, 4 Two assumptions underlie these programs: first, that substance abuse is associated with significant harm to individuals and communities and, second, that communities themselves can shape the behavior and beliefs of individuals.
As noted by Schorr, 5(p7) successful social programs must deal with "families as [a] part of neighborhoods and communities." In the context of substance abuse, the former head of United States drug policy characterized the drug problem as "a series of community drug epidemics." 6, 7 The etiology of substance abuse is complex, involving individual-and community-level risk factors. 4 Thus, solutions turn on the ability to engage community members and neighborhoods. Despite wide recognition of the relationship between social problems and neighborhood characteristics, 8, 9 the social processes that explain such relationships remain unexplicated. 10 In the area of substance abuse, prevailing theoretical models have been clinical, focused on changing the behavior of addicted individuals. 11, 12 Community-based programs have proven popular, 13,14 but we lack evidence of their effectiveness. 3, [15] [16] [17] [18] Although public rhetoric emphasizes that substance abuse harms all of us, not only the most disadvantaged, 19, 20 29, 30 Similarly, Brownsberger 31 concluded that frequent cocaine use is far more prevalent in low-income urban areas than elsewhere.
Contrary to evidence that drug use is rampant in minority communities and disadvantaged neighborhoods, many who live in these communities see dealers, rather than users, as the primary problem. Ethnographies of African American and poor communities afflicted by drugs indicate that many users drive into those neighborhoods. 32 In a study of heroin and cocaine trafficking in 6 cities, Whites were more likely than African Americans to buy drugs outside of their own neighborhoods and to buy them indoors. 33 Thus, visible drug use and sales in a neighborhood may not necessarily imply elevated levels of drug use by residents of that neighborhood. 29 That the association of substance abuse with poor, minority communities is a misperception is further suggested by other research, [34] [35] [36] including studies demonstrating higher use rates among affluent, suburban, or White youths than among impoverished, nonWhite, urban youths 37 and studies demonstrating higher rates of substance use among White than non-White populations. 38 African
Americans, however, are arrested and incarcerated at rates that are disproportionate to their drug use. [39] [40] [41] [42] The distinction between drug use among residents in urban, disadvantaged neighborhoods and the perception of community harms from substance abuse is critical for community-based drug policy. The assumption that substance abuse needs to be attacked primarily in communities most visibly affected by drug sales and related crime 1, 43 has led to civic initiatives such as efforts to reclaim, renovate, and resell "crack houses." These strategies exemplify "fixing broken windows" to reverse deterioration in inner cities by restoring their physical and social infrastructure. 44, 45 Although recent research disputes the broken windows theory, 10 coordinated community programs are rarer in middle-class and affluent communities, where substance abuse tends to be understood in terms of individual deviance, psychopathology, or life-skills deficiency. 37, 39 Thus, community programs typically confound visible community drug problems with individual drug use. In part, this reflects a failure to distinguish individual outcomes from those attributable to neighborhood characteristics. Few studies employ the multilevel analytic techniques required to separate these effects. 10 In 1995, the sample included approximately 500 respondents per treatment area and matched group of comparison areas (n = 12 113). In 1997 and 1999, the sample included up to 1000 respondents in each treatment area and 600 in each group of comparison areas (n = 17 900 and n = 17 469, respectively). The overall response rate was 76% (interviews/initial contacts).
A sampling firm drew a random sample of telephone numbers based on the zip code incidence of telephone exchanges, and this sample was then matched against listed numbers. Forty-four percent of the sampled numbers matched an address. Interviewers screened respondents to ensure that they lived within the targeted area. Respondents furnished the intersection closest to their residence, and addresses were geocoded. 50 The current analyses included the respondents who were geocoded and provided full information on all variables used (n = 42 650).
Measures
Survey measures assessed alcohol and other drug use, tobacco use, harm associated with use, perceptions of own use, friends' alcohol and other drug use, and perceptions of one's neighborhood. The survey adopted questions from major government-sponsored surveys such as the National Household Survey on Drug Abuse (NHSDA), 52 Monitoring the Future, 53 and the National Comorbidity Survey. 25 The average interview length was 22 to 23 minutes. The 3 dependent variables were illicit drug use, drug dependency, and observations of drug sales. Illicit drug use was measured by a dichotomous variable defined as individuals' reports of their own use of any substances during the previous 12 months (marijuana, cocaine, amphetamines, barbiturates, inhalants, LSD, or heroin). Drug dependency, which indicates severity of use, was defined as in the National Comorbidity Survey. Rate of drug dependency usually is based on those "at risk," but here the rate was instead based on all respondents. Thus, dependency was a proxy for heavy drug use.
Tract-level data derived from the 1990 US census were appended to respondent data to Table 1 . Overall, consistent with the design of the program, communities were disproportionately disadvantaged, with more than 40% of tracts ranked above 0.80 in disadvantage. All levels of disadvantage, however, were represented in the sample.
Of the respondents, 27.4% lived in neighborhoods in which 50% or more of residents were non-Hispanic African Americans, 30.3% lived in neighborhoods in which 10% to 50% of residents were African Americans, and 42.3% lived in neighborhoods in which fewer than 10% of residents were African Americans. Approximately 10% of the respondents lived in neighborhoods consisting of 50% or more Hispanic residents, and an additional 24.7% lived in neighborhoods consisting of 10% to 50% Hispanic residents. Because extremely disadvantaged neighborhoods are predominantly composed of minority residents, 56 the proportions of non-Hispanic African American and Hispanic residents were summed to create a "disadvantaged minority" index. This index had a mean of 0.48. Population density was computed by dividing the number of individuals living in each tract by the area (in square miles) of that tract. The mean density was 8012 individuals per square mile, with the minimum density being about 7 individuals per square mile and the maximum being 76 024 individuals per square mile. This variable was a proxy for the "inner-cityness" of an area.
RESULTS
The assumption that drug use and the visibility of drug sales predominate in neighborhoods that are most disadvantaged, have the highest concentrations of minority residents, and are most densely settled was tested with multilevel logistic regression models. Table 1 summarizes the relative distribution of visible sales and individual drug use, by census tract, for each of these neighborhood characteristics. Much higher percentages of respondents in areas with high degrees of neighborhood disadvantage, high proportions of minority residents, and high levels of population density reported that they frequently observed drug sales. There was little relationship between reported drug use and these neighborhood characteristics.
Multilevel models were estimated to distinguish whether these observed differences reflected neighborhood problems and influences or were uniquely determined by individual characteristics. Variance between individuals was modeled at the first level, and variance between neighborhoods was modeled at the second level. In this context, the use of multilevel models allowed determination of (1) how much variance in drug use and other outcomes was accounted for by place (tract) and (2) the extent to which the neighborhood disadvantage index, the proportion of disadvantaged minority residents, or the population density accounted for differences between the tracts.
Although the data could be arrayed in 3 levels (site, tract, person) or even 4 levels (site Table 2 , displays results of the constant term at level 1 and the variance at level 2, which was the tract-totract variance in the 3 outcomes. Tests employing the change in log likelihood revealed significant tract-to-tract variance in all 3 outcomes. Examination of the magnitude of tract-to-tract variance across visibility of drug sales, drug use, and drug dependency revealed a striking pattern: visible drug sales had a much higher level 2 variance than did either drug use or drug dependency.
In short, the variation in visible drug sales was in large part a neighborhood characteristic. This pattern makes sense analytically because, in the case of visible drug sales, the respondents were reporting on a neighborhood characteristic. Although we might expect some variation within neighborhoods among respondents in regard to awareness of this characteristic, their responses should be largely similar. Illicit drug use and drug dependency are individual-level behaviors. The difference between the individual-and neighborhood-level variables suggests that analysis of an individual characteristic can lead to conclusions about substance use that are different from conclusions based on analysis of the composition of neighborhoods. To assume that correlations with individual characteristics are replicated at the neighborhood level is to commit the "ecological fallacy." 57 Table 2 adds two level 1 dummy-coded race/ethnicity variables: nonHispanic African American/other and Hispanic/other. African American or Hispanic ethnicity was positively associated with reports of visible drug sales, negatively associated with drug use, and not related to drug dependency.
Model 2 in
Model 3 in Table 2 addresses neighborhood effects. Neighborhood disadvantage, proportion of disadvantaged minority residents, and population density together explained 57% of the remaining variance between tracts (after level 1 variables had been added) in visible drug sales, while they explained only about 9% of the remaining variance in drug use and about 4% of the variance in drug dependency. This model explained roughly two thirds (68%) of the tract-to-tract difference in visible drug sales, whereas it explained just over a quarter (28%) of the variance in drug use and only 4% of the variance in drug dependency.
The parameters for neighborhood disadvantage, proportion of disadvantaged minority residents, and population density indicate that all 3 variables were strongly and positively related to drug visibility. Drug use was positively related to neighborhood disadvantage and population density, whereas it was  RESEARCH  Note. Values represent empiric Bayes estimates derived from the full multilevel logistic model. negatively related to proportion of disadvantaged minority residents. Drug dependency was positively related to neighborhood disadvantage, negatively related to proportion of disadvantaged minority residents, and not significantly related to population density.
Thus, the factors that predicted the reporting of the visibility of drug sales were not necessarily the same as those that predicted drug use or drug dependency. Higher proportions of respondents in tracts with high levels of neighborhood disadvantage and high proportions of disadvantaged minority residents reported visible drug sales. There was some association between higher levels of neighborhood disadvantage and drug use and drug dependency. Living in a minority neighborhood was negatively associated with use and dependency once density and disadvantage had been controlled. There was somewhat more drug use in high-density neighborhoods. The relationships between the neighborhood characteristics ( Table 2) for drug use and drug dependency were smaller than for visible drug sales, and the residual variance was also lower for both drug use and drug dependency. Figure 1 displays the relationships between neighborhood disadvantage and visible sales, individual use, and drug dependency based on model 3 (the equation on which the model is based is available from the first author). The horizontal axis represents neighborhood disadvantage, which ranges from 0 to 1 (the average disadvantage score was 0.65). The reference category represents a White respondent living in a tract with an average percentage of disadvantaged minority residents (34.44%) and an average density (8012 individuals per square mile). Percentages (derived from log odds coefficients) are shown along the vertical axis.
Most notable is the strong relationship between neighborhood disadvantage and drug sales, as compared with the relationships between neighborhood disadvantage and the 2 measures of drug use. The visibility of drug sales increased from 4.1% to 25.6% with neighborhood disadvantage, a factor of about 6. Individual drug use increased by roughly one third, from about 13% to 17%. The rate of drug dependency doubled, from 1.9% to 3.8%.
Although residents of disadvantaged neighborhoods, neighborhoods with high concentrations of minorities, and neighborhoods with high population densities reported much higher levels of visible drug sales, they reported only slightly higher levels of drug use, along with somewhat higher levels of drug dependency. This finding indicates that conflating drug sales with use, so that poor and minority areas are assumed to be the focus of the problem of drug use, is plainly wrong. The finding is based on the data collected across 41 sites, including city and suburban (but not rural) areas in all regions.
For 1993 (and only for that year), the NHSDA public use file includes information on the neighborhood context of its respondents. The NHSDA limits access to these data to maintain confidentiality. The NHSDA questions on drug use and visibility of drug sales were virtually identical to the questions used in the Fighting Back study. There were too few respondents for each neighborhood to perform multilevel analyses; nonetheless, results from the NHSDA were similar to our descriptive findings, taking into account that areas participating in Fighting Back were more likely to have identified drug problems. For example, in tracts where 10% or fewer of the residents were non-Hispanic African Americans, 11.2% of the Fighting Back respondents, but only 3.5% of the NHSDA respondents, reported seeing drug sales. Among tracts in which more than 50% of residents were non-Hispanic African Americans, the corresponding percentages were 45% and 34%.
In short, the direction and strength of the relationship appear very similar to the findings reported here, even though the NHSDA involved a much less "urban" sample and was representative of the United States as a whole. In tracts with 0% to 50% of households in poverty, 5.6% and 2.0% of Fighting Back and NHSDA respondents, respectively, reported seeing drug sales. Among tracts with 84% or more of households in poverty, the corresponding percentages were 35.4% and 22.1%. Level of poverty was directly related to observing drug sales in the neighborhood. With respect to drug use, both the Fighting Back evaluation and the NHSDA showed virtually no differences among tracts.
DISCUSSION
Our results indicate that visible drug sales are significantly more likely in the most disadvantaged neighborhoods than in the least disadvantaged neighborhoods, as well as in the more densely populated neighborhoods. Neighborhood drug use, however, follows a different pattern. Individual use of any illicit drug increases only slightly at higher levels of disadvantage. As a proxy for heavy use, drug dependency rates, with ethnicity and density controlled, doubled from the neighborhoods with the lowest disadvantage to those with the highest, but with a much less steep slope than for visible drug sales.
In addition, important differences in neighborhood drug use and sales are attributable to race, but the findings are more complex once neighborhood is taken into account and population density and disadvantage are controlled. At the individual level, minority residents are more aware of drug sales but are less likely to be users, and there is no relationship between ethnicity and drug dependence. At the neighborhood level, there is a minority effect on visible drug sales, although the effect is less than that for population density or disadvantage. Proportion of minority residents has a small negative effect on use at the neighborhood level. These findings challenge prevailing assumptions about the problems dealt with by community-based substance abuse programs.
In regard to drug policy, those who have focused attention on poor, largely urban areas have assumed that residents of such neighborhoods (disproportionately members of racial minorities) have substantially higher rates of illicit drug use than the general population. The present study offers contrasting evidence that substance use among residents in these communities varies relatively little in comparison with observable harms associated with drug sales.
A key question is how much confidence can be placed in self-report data. There has been substantial research on the reliability and validity of self-report drug surveys, [58] [59] [60] much of it specifically concerned with adolescents. [61] [62] [63] For example, Ensminger et al. 29 found that respondents were not reluctant to reveal socially undesirable and even illegal behaviors. Overall, researchers express guarded confidence in the reliability and validity of self-reported drug use. 29, 35, 38 In the present study, the consistent finding that the popular image of widespread substance abuse in certain population segments is false enhances that confidence. Large-and small-scale studies have not shown the expected disparities in illegal drug use by race, socioeconomic status, or population density. 29, 30, 37, 38, 61, 62, 64 When differences have emerged, they have tended to be in a direction opposite to that expected. Extant research suggests a somewhat greater incidence of heavy drug use in lowincome urban communities, but there is no consensus about the extent of this difference or its causes. The present findings support these overall conclusions but should be interpreted cautiously because of unavoidable sampling bias. In particular, heavy users are less likely to be available for a telephone survey. Although heavy drug users are problematic for a community, they represent a very small group relative to the total population of the community.
Consequences of Visible Drug Markets
Despite differences between heavy and overall drug use, the most significant finding from the present study is the difference between drug sales and drug use in terms of their relationships with neighborhood disadvantage and urbanicity. Even if use and dependency are slightly higher in the poorer neighborhoods included in our sample, these differences pale in comparison with the visibility of drug sales. This finding has important policy implications.
The visibility of drug transactions creates the actuality as well as the perception of greater drug-related individual and social problems. African American youths are far more likely than White youths to face arrest and conviction on drug trafficking charges. Already vulnerable to the violence of the drug trade, they are then exposed to the prison drug trade and risk socialization into a criminal subculture. Moreover, they bear a stigma that may further impede their assimilation into mainstream society. Not surprisingly, with fewer resources to overcome these handicaps, minority youths report more problems related to alcohol and other drug use than White youths when quantity used is held constant. 63 The visibility of the drug trade in poorer, urban communities also has important implications for other substance abuse programs. Attempts to decrease drug use and to change attitudes toward use in an environment steeped in the visibility of drugs present challenges beyond streamlining treatment programs for community members. Not only is relapse more likely in contexts in which environmental cues make substance use salient, 34 but economic advantages offered by drug trading are difficult to ignore when disadvantage is high. These indirect consequences of drug use shape societal perceptions.
Visibility itself may also promote a cognitive bias whereby the public falsely equates visible drug use with actual drug use: what we see is what we believe. Gang-oriented, street-centered drug use in inner cities creates disturbing media images. Middle-class substance abuse is more readily concealed and less embodied in images of collective behavior, and thus it is easier to disregard. However, the lower visibility of use in advantaged neighborhoods does not indicate that use is less prevalent.
Ethnographic studies 32, 33 uniformly report that middle-class Whites venture into poor African American neighborhoods to buy drugs. Such findings bolster the present results. Consensus exists among ethnographers, social activists, and police that poor minority neighborhoods are often major hubs for the distribution of drugs among both those inside and those outside such neighborhoods. This consensus has now been verified quantitatively.
Policy Implications
The present findings point to the importance of understanding how the experience of drug use may be different for poor and affluent individuals. Although serious drug use is slightly more prevalent in poor minority neighborhoods than elsewhere, the major problem for disadvantaged neighborhoods is drug distribution. These communities are victims not only of their own drug abuse but also of a criminal drug market that serves the entire society. The market establishes itself in disadvantaged communities in part because of the low social capital in these neighborhoods. [65] [66] [67] The drug economy further erodes that social capital. Thus, community coalitions and mobilizations targeted only at users are likely to have  RESEARCH  minimal effects in disadvantaged neighborhoods. Only with sustained effort to rebuild the social capital of such neighborhoods can residents acquire the wherewithal to eliminate drug markets. In addition, effective demand-reduction programs must reach all of this market's far-flung consumers.
Substance abuse-both in its visible effects on disadvantaged communities and in its effects on individual users in all sectors of society-is a problem owned by society as a whole. Addressing the root causes of this problem seems essential. That overall rates of substance use do not differ substantially along racial or socioeconomic lines should motivate further understanding of the different forms and patterns of use. One implication is that interventions need to target different groups and attend to specific risk and etiologic factors. Targeting is not a novel idea; for example, Meyer 68 has suggested that programs with community-level components may be more effective when directed at high-risk youths, whereas programs that emphasize skills training and changing social norms may be more effective with other youths. Although carefully differentiated approaches are promising, the salient lesson is that we need to go beyond what is most easily and readily visible to understand drug use. Drug markets have made life in disadvantaged communities particularly difficult. However, the data do not sustain a conclusion, on the basis of visibility of sales, that the problems within these communities are strictly a function of high rates of use among residents. Drug markets will continue to thrive in these neighborhoods and elsewhere unless our conception of community is broadened-politically, geographically, and in terms of the resources required to address substance abuse-and the relative viability of local treatment and prevention efforts is understood in the context of the high visibility of drug sales and use and the factors that contribute to this visibility.
A broader sense of community is needed for an understanding of the network of demand that feeds the local drug markets. Local community organization and empowerment may be necessary to mobilize local efforts aimed at both demand and supply reduction and, in so doing, identify consumers in the surrounding areas who continue to contribute to high demand. Success in such efforts, however, requires an understanding of the nature and context of substance abuse that avoids oversimplified conceptions. The differentiation of visibility and sales provides an example of how to understand the nature and context of substance use and how to tease out possible confounds.
